The habitual drunken offender: everybody's fool, nobody's friend RICHARD SMITH Whenever I am approached by a dishevelled alcoholic in the street whatever I do I feel awful. Just ignoring him seems an inhuman response, but quickly giving him 50p and walking on seems little better: surely he needs much more than money, which he will probably spend on drink anyway. But have I got the time, energy, or inclination to take him home, give him a bath and a meal, and talk to him? No, I have not, and nor it seems has our whole society. Sporadic attempts are made to deal with what are now called habitual drunken offenders, but most end in failure. The habitual drunken offender has few friends: George Orwell included him in his famous book'; the BBC has recently produced a film and a book about him2; but the present Government has little time or money for him. One of his primary problems is administrative: he falls between the two giant stools of the Home Office and the Department of Health and Social Security. Is he "mad" or "bad" ? The Government cannot decide and seems content to let him fall into the chasm between the two departments. The story of attempts to deal with the habitual drunken offender over the last 15 years is a sad but revealing one. As is so often the case, however, it is North America that has led where Britain might follow. In 1958 Pittman and Gordon published an influential book, The Revolving Door,4 that argued persuasively with good data that prisons were inappropriate and treatment centres should be started. Earlier, in 1956, the American Medical Association had decided that alcoholism was a disease, and then two courts in the late 1960s allowed alcoholism as a defence for a charge of drunkenness. Over the next few years the Government called for and agreed to finance committees to set up detoxification programmes. Several States-in fact, 26 by 1976-"decriminalised" drunkenness, which meant that it was no longer an offence. Sometimes, unfortunately, this decriminalisation preceded the setting up of detoxification schemes, which led to chaos.5
Prison is no place for him
The idea that putting habitual drunken offenders repeatedly into prison is an expensive waste of time is not by any means new. For over a century in Britain people have been making this observation: the Habitual Drunkards Act of 1879 suggested that there should be "retreats" for the "reception, control, care, and curative treatment of habitual drunkards."3 No such retreats ever existed, but the Inebriates Act of 1898 called for the establishment of State or Inebriate Reformatories. Fifteen were established, but they were not much used because the magistrates thought them expensive and by 1921 they had all closed. 3 Other countries, however, have tried alternatives to prison for dealing with habitual drunken offenders. Since 1956 Poland has had "sobering-up stations" where a drunk can be taken by a policeman, examined by a doctor, bathed, and put to bed. He leaves the next morning and only if he is readmitted is further action taken, but the Polish problem seems to be more one of sporadic drunkenness than of habitual offending. Czechoslovakia has similar facilities and so does Russia. Sweden for the habitual drunken offender was transferred from the Home Office to the DHSS. The DHSS issued a circular calling for the development of the recommendations of the habitual drunken offender working party and saying that it would provide finance. The voluntary sector took up the job, and the idea was that after a few years the public sector would take over. Although he may not have realised it, this was a golden age for the habitual drunken offender: hostels, shop fronts offering help, day centres, and sheltered housing were all being set up piecemeal round the country. A detoxification centre was not set up in England until l976, when one was established in Leeds-as part of a community project. In Edinburgh, however, a detoxification project had by this time been and gone.' It was an experimental project set up to determine the feasibility of detoxification centres in Britain and to try to gather evidence on whether such projects were effective. From February 1973 until March 1974 it functioned at the regional poisoning treatment centre, which was in the Edinburgh Royal Infirmary, the main hospital. Then it was moved until its demise in February 1975 to the Andrew Duncan Clinic, an acute psychiatric hospital. Interestingly, the trial was controlled: there were 52 patients who were given a yellow card, which meant that whenever they were picked up by the police they were taken to the detoxification centre. The 49 controls were dealt with in the usual way.
The results showed that a detoxification centre was certainly feasible, although there were many minor problems and the psychiatric hospital seemed to be a better place than the general hospital. Compared with the controls at the end the probands had better accommodation and drinking habits, but only the former reached statistical significance. Some attempt was also made to cost the exercise: the cost per proband during the experimental year was about 20% more than that during the year before enrolment.
Nipped in the bud
In 1977 progress was being made with facilities for dealing with the habitual drunken offender: another detoxification centre was set up in Manchester and various other detoxification projects were starting up around the country; also hostels, day centres, housing associations, and the like were establishing themselves. Then in 1979 came the "cuts" and everything began to look vulnerable.
The DHSS announced that the policy of gradually implementing the recommendations of the habitual drunken offender working party and local authorities taking over what the voluntary sector established would be discontinued: the voluntary agencies were to hand over to local authorities immediately. Vigorous protest from those most concerned led to an extension of the policy until 1981, but now it has been discontinued. So far nothing has been lost but there can be no more growth.
But, while the DHSS has turned away from the problem, the Home Office has again become concerned because the prisons are now fuller than ever. The Home Office has no power to set up detoxification centres-because they are a health matterbut it has developed plans for "wet shelters." Those who have been concerned with detoxification centres think that "wet shelters" will be nothing more than cheap police cells: they have little medical cover, and the patients are thrown out after 24 hours. The primary aim of these shelters seems to be not to help the habitual drunken offender but rather to keep him out of the way.
So one decade has seen the rise and fall of grand schemes for dealing with the habitual drunken offender. At the moment things are presumably better than they were 10 years ago in so far as some detoxification projects and many community facilities now exist. But how long will they survive and how can they deal with what are likely to be expanding problems as rising unemployment and rising alcohol consumption take their toll ? Is it inevitable that as times get harder then habitual drunken offenders are ignored ? Is our society quite incapable of dealing with these chronic problems ?
Lesson of the Week Lithium treatment and preoperative fluid deprivation M SCHOU The standard instructions given to patients on lithium treatment include a warning to drink plenty of fluids when there is a risk that a negative fluid balance will occur. As the following case report shows, it is not enough that patients and their psychiatrists know this rule: nurses and doctors in general hospitals should also know that depriving such patients of fluids may have serious consequences.
Case report
A woman aged 35 years was given lithium treatment for manicdepressive illness. While on the treatment she developed polyuria and polydipsia, passing 8 to 10 litres of fluid a day, but she put up with her thirst and frequent micturition because the treatment completely removed the frequent episodes of mania and depression. She was admitted to a surgical ward for uterine curettage and was told to take no food or fluids during the night before the operation. This led to malaise, tremor, and dysarthria. Serum lithium and sodium concentrations were not measured, but from experience she recognised the signs and symptoms of dehydration and impending lithium intoxication.
Later, at a second admission for curettage, she protested against being deprived of fluids before the operation, but the nurses thought that her energetic insistence on having something to drink was the whim of a psychiatric patient. Only when a Patients who take lithium may develop polyuria and polydipsia if they are deprived of fluids before an operation psychiatrist, who knew about lithium-induced polyuria, was called was she given an intravenous infusion before the operation. She thus had no signs of dehydration or lithium intoxication.
Comment
As many as two people in a thousand are being treated with lithium for recurrent manic-depressive illness. In many patients the treatment lowers the renal concentrating ability, and polyuria and polydipsia develop. These side effects may be troublesome for the patient, but they do not reduce the excretion of lithium and are not dangerous. Owing to a reduced reabsorption of water in the kidneys, however, fluid loss in these patients is greater, and they are likely to become dehydrated if the fluid intake is restricted or additional fluids lost. Dehydration may cause reduced clearance of lithium and reduced excretion of lithium. Patients on lithium treatment should therefore drink plenty of fluids when there is a risk that a negative fluid balance will occur. If they do not, or are prevented from doing so, they may become dehydrated and develop signs of lithium intoxication. If patients with lithium-induced polyuria must abstain from drinking before an operation because of the narcosis they should be given intravenous fluids the night before the operation.
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